I969) pressing on the ocular nerves in the region of the superior orbital fissure.
The incidence of such causes in six cases of unilateral ophthalmoplegia in children was studied in two ways: (I) Tiny biopsies of the affected extraocular muscles and Tenon's capsule were examined histologically; (2) The apex of the orbit was explored with the little finger.
Case reports
In these six cases of unilateral ophthalmoplegia with proptosis, the general, ocular, rhinological, and neurological investigations were negative. The clinical features are shown in the Table and illustrated Unilateral ocular nerve affection with proptosis developed quickly with varying degree of headache, pain in the eye, and neuralgia of the forehead on the affected side. The condition did not date from birth. There was no history of head trauma, exposure to cold, strain, migraine, syphilis, or rheumatic pain. The patients were not taking drugs as barbiturates to cause intoxication. There was no recent history of fever, diphtheria, influenza, measles, smallpox, typhoid, typhus, mumps, malaria, whooping cough, septicaemia, cerebrospinal meningitis, poliomyelitis, or encephalitis, or of neurological disease or loss of consciousness. The urine was free of sugar, acetone, and albumin. The stools were negative for parasites. The blood Wassermann reaction was negative. The haemoglobin percentage., blood counts, erythrocyte sedimentation rate, blood sugar curve, bleeding and clotting 82I times were normal. The Mantoux test was negative. The cerebrospinal fluid, pressure, cells, proteins, and salt were normal.
The lateral x ray of the skull showed no changes in the sella turcica or clinoid processes or any suprasellar calcification. A postero-anterior view with 200 tube tilt showed no change in the bony margin of the superior orbital fissure or in the lesser or great wing of the sphenoid bone. The nasal sinuses were normal. Right and left oblique views showed normal optic canals. A view of the base of the skull showed no abnormality. The nasopharynx showed no abnormality. Lateral and postero-anterior angiograms showed no abnormality.
The orbital apex was explored by a lateral transconjunctival orbitotomy. Little finger palpation and histological examination of tiny parts of the affected extraocular muscles and adjacent Tenon's capsule removed at biopsy revealed no change which could account for the condition.
Conclusions and Summary
Six cases of spontaneously resolving unilateral ophthalmoplegia with paralytic proptosis of idiopathic origin were examined. (I) All the cases occurred in male children.
(2) The degree of ophthalmoplegia varied and in some cases there was no ptosis or internal ophthalmoplegia.
(3) Exploration of the orbital apex was negative. (4) Biopsy did not reveal myositis or tenonitis. (5) The most probable site for this multiple nerve affection is the superior orbital fissure, perhaps through transient non-specific periostitis. (6) Recovery can be hastened by oral salicylates or corticosteroids.
